THE whole qnaestion of inguinal hernia in children, both as regards aetiology and treatment, has been very thoroughly discussed in recent years, the latest paper being one read by Mr. Kellock only a few weeks ago before the Surgical Section.' The chief object of the present paper is to bring forward a modification of the usual operation for the radical cure of inguinal hernia in children. Before giving the details of this there are-though I wish to avoid topics already fully discussed-certain general points bearing upon the necessity for operative treatment which I should like to briefly mention. Let me first of all mnake it clear that my remarks throughout apply not only to hernia in infants but also, and indeed chiefly, in children up to the age of 12 years, or even slightly older.
The interest taken in this subject is thoroughly justified, both by its frequency and by its importance, for at the present time a boy with a hernia on leaving school and starting in life is placed at a serious disadvantage. Formerly this was the case only when he wished to enter one of the Public Services, but the effect of recent legislation, especially the Workmen's Compensation Act, has been to greatly increase this disability.
As the result of the liability of employers under this Act most of the large employers of labour, such as railway companies and many large private firms, insist on all applicants for employment undergoing a mnedical examination. In the majority of cases the presence of a hernia, however slight, whether supported by an efficient truss or not, will lead to rejection. Boys leave our public elementary schools about the age of 14 years, and such a lad, the subject of hernia, certainly is placed at a considerable disadvantage in the labour market. The rejection is not infrequently a surprise both to the boy and to his parents, the presence of the hernia being often quite unsuspected. Nor is this to be wondered at in the case of children of poorer parents, for it is by no means infrequent to come across an intelligent adult with a bubonocele, or even a well-defined hernia, who is quite unaware of the fact. One result of this disability is that in the out-patient rooms of our hospitals large numbers of young adults apply for admission for radical cures of I Proceedings, 1912, v (Surg. Sect.), pp. 26-32. hernias which could have been more effectively treated at an earlier age with less inconvenience to the patients.
Without entering into any controversy as to the congenital origin of every hernial sac, it is, I think, generally agreed that at any rate a large proportion of the hernias which appear in adults are not true acquired hernias but are the gradual or sudden protrusion of abdominal contents into congenital sacs which have persisted from infancy. Not infrequently in such cases a history of hernia during childhood which was "cured" may be obtained.
The importance of the early recognition and treatment of hernia has not yet been fully grasped by the general public. A hernia, too, in an older child is more easily overlooked than in an infant which requires constant attention from its mother. Too frequently a swelling in the groin is regarded as a " weakness " which the child will outgrow. Till recently, nasal obstruction, chronic otitis media, squint and other troubles were regarded in much the same way. I would suggest that the medical inspection of school children which is now systematically carried out might be used as a means of spreading this information. It might not be feasible to examine the inguinal canals of each individual child, but much might be done by pointing out to parents and to teachers the importance of swellings in the groin and the desirability of the early recognition and treatment of hernia.
With the treatment of hernias by trusses we are not here concerned. Though spontaneous obliteration of a patent processus vaginalis may occur during the first few months of life, provided that the sac is not distended by the continued or intermittent descent of abdominal contents, it is generally admitted that after the first year of life closure of the sac is extremely improbable. There are many objections to children wearing trusses, and the most that can be expected from such an appliance after the first year is that it will keep the sac empty. A cure by means of a truss after this age is practically certain to be apparent only. The orifice, though it may contract, is not obliterated, and the sac is still present, ready to receive some abdominal viscus which lay be forced into it as the result of some sudden or long-continued strain in adult life. Operative treatment is thus strongly indicated when a definite hernia is present in children over 12 months of age as well as in infants at an earlier age, when the hernia cannot be satisfactorily controlled by a simple soft truss.
The essential point about an inguinal hernia in a child is the presence of the sac; there is no congenital weakness or deficiency of the abdominal wall. If the sac is completely removed and the descent of the contents, with distension of the inguinal canal, thus prevented, the abdominal muscles may be expected to undergo their natural development and a normal strong inguinal canal will then result. If, on the other hand, the hernia is untreated the development of the muscles in the inguinal region will be interfered with, so that some weakness, especially of the posterior wall of the canal, will ensue. If the hernia is supported by a truss the continuous pressure is certain to interfere with the development of the abdominal muscles, so that in this way a truss will actually be harmful. The object of the operation in children is thus complete removal of the sac, and this I would add should be effected with the minimum amount of damage to normal structures. Any attempt to strengthen the inguinal canal in growing children is thus unnecessary, and indeed, owing to the delicacy of the structures involved, the necessary traumatism is likely to be actually harmful.
Two methods of removal of the sac are in common use. In the first the -aponeurosis of the external oblique is divided from the exterinal abdominal ring upwards and outwards as far as the internal ring. The sac is then separated from the cord and after it has been freed as high up as possible it is transfixed, ligatured, and removed. The canal is then reconstructed by suture of the external oblique. Though the sac is completely removed an objection to this method is that it involves considerable injury to delicate structures. The vessels of the cord may be lacerated, leading to severe hamorrhage. Suture of the external oblique, owing to the thinness of the aponeurosis, may be unsatisfactory, especially the attempt to reconstruct the external abdominal ring. This is due partly to the normal tension in the aponeurosis in this situation at right angles to the canal and partly to the fact that the aponeurosis gradually fades away into the intercolumnar fascia. In the second method the inguinal canal is not opened up but the sac is separated from the cord below the external abdominal ring. It is then drawn down as much as possible, ligatured, and removed. The objection to this method is that the sac is not necessarily completely removed, but that a small funnel-shaped process of peritoneum may remain at the internal abdominal ring. I think that this method is suitable for infants but not for older children. Mr. Kellock, I notice, advises this operation, from which he has had excellent results, but the age of the oldest of his patients was only 3 years. During the past few months I have operated in the following way, which ensures as complete removal of the sac as in the first method, with as little, if not less, injury to normal structures than occurs in the second. A short incision is made parallel to and slightly above Poupart's ligament, exposing the aponeurosis of the external oblique. The incision stops a short distance above and to the outer side of the spine of the pubis so that the external abdominal ring is not exposed. A short incision (about i in. in length) is then made through the aponeurosis parallel to and just above the middle of Poupart's ligament. The internal oblique is thus brought into view. The lower edge of the divided external oblique is then gently raised and after it has been separated from the internal oblique the lower edge of the latter muscle is drawn upwards and outwards by means of a small blunt hook. This brings into view the sac and cord covered by the cremaster just below the internal abdominal ring. While an assistant retracts the internal oblique the cremaster is torn through longitudinally by two pairs of dissecting forceps. A blunt dissector can now be insinuated beneath the sac and the cord so that these structures can be drawn forwards through the small opening in the external oblique. The cord is. now spread out as widely as possible, when the edge of the sac is easily seen and secured. The sac is now readily separated from the vas and the the other constituents of the cord as high as the internal abdominlal ring. The isolated portion of the sac is now grasped and drawn upwards either by the fingers or by Spencer Wells forceps, and by means of dissecting forceps, blunt dissector or gauze is separated from the lower part of the cord. Separation is here also, as a rule, quite easy, though the sac is always more adherent at and below the level of the external ring. The sac, now completely isolated, can be drawn down, ligatured and removed, the stump disappearing froni view beneath the internal oblique, which is then allowed to fall back into position. The spermatic vessels should not have been injured so that there is no bleeding from the cord, which is replaced in the canal. The small incision in the external oblique is then closed by a few catgut stitches.
I have now used the above method in about twenty-five cases, the age of the youngest patient being 3 months and of the eldest 12 years. I have, however, used a similar operation in selected cases in adults by continuing the incisioni down to, but carefully preserving, the external abdominal ring intact and then inserting sutures between the conjoined tendon and Poupart's ligament behind the spermatic cord, as in Bassini's operation.
Radical cure of inguinal hernia in a child may occasionally be a very troublesome operation; the sac may be firmly adherent to the coverings or the vessels may be so spread out over it that they are very liable to laceration in the process of separation. Again, the sac may be so thin that in the process of separating it from the vas deferens severe lacerations may occur which render ligature of its neck a matter of difficulty. I should like to say here that separation of the sac in the situation described above-viz., just below the internal abdominal ring -is always easier both in children and adults than at or below the external ring. The fact which I wish to emphasize is that the sac can easily be isolated and freed in this position without interfering with the external ring or opening up the inguinal canal. When once the neck has been separated the subsequent isolation of the sac is easy. In no case have I had a hoematoma or any swelling of the testicle. In two cases the sac was continuous with the tunica vaginalis, but these presented no difficulty, for the testicle was readily drawn up into the lower angle of the wound and the sac then divided just above it.
The small incision in the external oblique inflicts the minimum amount of damage on the inguinal canal. Indeed, in a sense this structure is not opened up at all, for beneath the incision is a thick muscular layer formed by the internal oblique and the transversalis. The canal is only exposed when these structures are retracted upwards and outwards. Suture of this small incision is a very simple matter compared with suture of the anterior wall of the canal.
This method can be carried out equally readily in infants and in older children. Generally speaking, I believe that this method is always as easy as, and frequently is easier than, the other methods.
My own experience of the results of the operative treatment of inguinal hernia in children is similar to that of other surgeons, namely, that they are excellent. All the cases I have treated in the abovementioned way have been under my care in the last six months. I cannot, therefore, speak of ultimate results after such a short interval. I cannot imagine, however, that they will be less satisfactory than the results obtained by other methods. As I have already stated, I bring this operation before the Society as a simple method of effecting the most essential part of a radical cure, namely, complete removal of the sac, with the minimum amount of injury to the inguinal canal or the spermatic cord.
DISCUSSION.
Mr. H. S. CLOGG thanked Mr. Turner for bringing forward what was to him a new idea. It was not fair to criticize any operation until one had tried it, and therefore he did not feel justified in criticizing this operation. It would seem to him that working through a small incision in the external oblique would render the difficulties of the operation in a little baby, and especially a little fat baby, greater. Admittedly it was more easy to separate and isolate the neck of the sac than any other part, and he always commenced the isolation of the sac at that point, with the canal freely opened. He thought the separation of the sac was always perfectly easy, but as it was covered with various layers of fascie, it was easy to make the mistake of attempting the separation before the sac was thoroughly exposed. The sac of an infant's hernia was very delicate, and tore easily. If this happened at the neck the sac might retract under the internal oblique, and only be found with difficulty through the small incision recommended by Mr. Turner. He (Mr. Clogg) had never found any difficulty in repairing the external oblique and restoring the external abdominal ring. The external oblique and intercolumnar fascia he overlapped andsutured.
Mr. HENRY SKELDING (Bedford) remarked that the method just described was not quite new, as he himself read a paper on hernia before the South Midland Branch of the British Medical Association last year, in which he advocated a similar method, though he did not enter into detail so much as Mr. Turner had now done. He advocated approaching the ring from the upper side instead of from below, and was pleased to find that Mr. Turner had found it so much simpler. In fat children especially it was important to get as near the ring as possible so as to prevent injuring the parts, which one could scarcely help doing where there was a large sac which it was difficult to dissect away. It was much easier when one approached it just as it emerged from the ring. With regard to the stump in very young children in whom the hernia was very small, it was only necessary to ligature it; but when the hernia was large, and the sac also was large, he nearly always adopted the method of transplanting-i.e., leaving the two ends of the catgut with which he had ligatured the cord, and re-threading them in the way recommended by Mr. Lockwood. He presumed Mr. Turner did this operation as early as he could get the patient, and he did the same. He had had a case of strangulated hernia in a baby, 5 weeks old, and there seemed no reason why one should not do th-e operation quite early. Another point was that with the upper incision the patient was kept much cleaner, and infection was not so likely as when the lower incision was made. He used nothing but horse-hair skin suture and collodion; he did not use a bandage or pad, nor did he, except in rare cases, ligature vessels, so that there was very little to disturb the patient.
Mr. NORBURY said he had seen a fair number of operations done on quite young children, and had performed a considerable number himself; he found one could get right up to the internal ring without splitting the external oblique at all. It had been pointed out by Mr. Murray and Mr. Hamilton Russell that the place to put a ligature was on the neck of the sac. One could tell that situation by the fact that the peritoneum was thickened there, and from the presence of subperitoneal fat. In the cases he had dealt with he found that by pulling gently on the sac one could always see. that thickening, and so he considered it was unnecesary to split the oblique muscle at all.
Dr. MIDELTON asked how far Mr. Turner believed in the use of trusses. He would also like to know how early in infancy Mr. Turner would do the operation. Some time ago he had sent into a provincial hospital a child, 3 months old, for an operation for the radical cure of hernia, and the surgeon said it was absurd to send so small a child for that purpose.
Mr. PHILIP TURNER, in reply, said he feared he had not made himself clear to Mr. Clogg. It was not that the cut margins of the aponeurosis did not unite, but that there might be considerable difficulty at the time of the operation in' drawing the two edges nicely together. It was not uncommon, when dividing the whole anterior wall of the canal, to find when one got down towards the external ring that there was much tension on the aponeurosis. which retracted at right angles to the axis of the canal, or one found that the aponeurosis gradually faded away into the intercolumnar fascia. These two facts and the thinness of the aponeurosis sometimes rendered suture there a difficult matter. He held that it was better to employ the simpler of two methods even if the other was equally effective. Now that he was in the habit of doing the operation, he found it as quick and quite as easy as any other. Occasionally one found very unexpected things in hernia in children. He had had one puzzling case. It was in a child who apparently had an ordinary hernia projecting from the external ring, but when he hooked up the spermatic cord, he could not find the sac there. On several occasions he had seen the hernia projecting at the external ring, so he knew there must be a sac. Therefore he extended the incision to the external ring, and was able to look inside the canal. There he found the sac, which was quite separate from the cord at its upper end, and pierced the transversalis fascia some little distance below and internal to the internal abdominal ring. If one came across an unexpected difficulty, there would be no objection to enlarging the incision and transforming the operation into the other variety. He purposely did not discuss the age for the operation. The youngest patient in his series of cases was 3 months old, which simply meant that was the youngest patient he had had with the condition since he commenced to use this method. A more interesting point was the oldest age at which the operation could be done His oldest patient was 12 years of age, and he would not hesitate to treat in the same way patients several years older even than that. In adults, in selected cases, he had incised the external oblique, and by making a larger incision down to, but not injuring, the external ring, he could readily put in deep stitches between the conjoined tendon and Poupart's ligament. He had not said much about treatment by trusses. In very small infants he considered that it was good to support the hernia by a soft truss until the child was older. Any hernia seen over 12 months of age was unlikely to be cured by a truss, and should be operated upon.
